Iatrogenic left main coronary artery dissection is a rare but potentially life-threatening complication o f invasive coronary procedures, which requires prompt recognition and management. We present cases of two patients with type C guiding catheter-induced left main coronary artery dissections that were successfully tackled with bail-out stent angioplasty. The aetiology, recognition, management and prevention of this complication is discussed. . 1a) . Therefore, we proceeded with PCI to the LCx artery. The LMCA was engaged without diffi culty with a 6 French Extra Backup (EBU) 4.0 guiding catheter and, after predilation, a 3.5 × 33 mm DES was uneventfully deployed a cross the lesion ( fig. 1 b) .
Iatrogenic left main coronary artery (LMCA) dissection is a rare but dreadful complication of invasive coro nary procedures with a reported incidence of <0.1% [1] [2] [3] [4] . It is the result of mechanical trauma to the arterial wall during coronary artery instrumentation or man ipulation leading to separation of the media by haem orrhage that creates a false lumen, with or without an associated intimal tear. The clinical presentation of iatro genic LMCA dissection ranges from an asympto matic, localised dissection with preserved blood flow to an extensive dissection leading to abrupt vessel clo sure and circulatory collapse. Timely recognition of the dissection and construction of a proper treatment plan based on the type of the dissection and the clini cal status of the patient is needed to overcome this po tentially fatal complication. Treatment consists of con servative therapy, s alvage p ercutaneous c oronary intervention (PCI) or urgent coronary artery bypass graft (CABG) surgery. Currently, iatrogenic LMCA dis section is most frequently treated with PCI, which has high procedural success and favourable longterm out come [1] [2] [3] [4] . Herein, we report two cases of catheter induced LMCA dissection of type C according to the Na tional Heart, Lung and Blood Institute (NHLBI) criteria, which is considered a detrimental major type posing a high risk of adverse repercussions such as acute vessel closure [5] [6] [7] . Both patients were managed successfully with drugeluting stent (DES)facilitated PCI. Shortly thereafter the patient complained of acute, severe chest pain, and after multiple views focal and persistent extraluminal c ontrast staining that w as 
Discussion
Iatrogenic coronary artery dissection constitutes a complication with a significant impact on morbidity and mortality of patients undergoing diagnostic coro nary angiography or PCI [8, 9] . In a multicentre study of 211 645 diagnostic cardiac catheterisations in the 1990s, the incidence of coronary artery dissection was 0.034% (71 cases) with a mortality of 0.0028% (6 cases) [10] . As shown in a large prospective PCI registry of nearly 21 000 patients, the incidence of inlaboratory severe coronary artery dissection (NHLBI dissection type ≥C or abrupt closure) decreased over the years from 1.0% in the prestent era to 0.7% in the firstgeneration stent era to 0.3% in the contemporary stent era (2000-2003) [11] . However, in contemporary practice, severe coro nary artery dissection accounted for 6.2% of all PCI fail ures and was the most common reason (80%) for refer ring patients for emergency CABG after failed PCI.
Coronary artery dissections may be caused by several mechanisms. Mechanical dilation of a coronary artery by angioplasty balloon inflation or stent implantation is associated with mechanical trauma to the vessel wall, which is a function of the biomechanical proper ties of the plaque and is the basis of an inherent risk of these procedures -coronary artery dissection. Accord ingly, calcified, eccentric and long lesions, "compli cated" lesions (ulcerated, thrombusladen) and lesions located in angulated coronary segments carry a higher risk for the development of dissection [5] . Technical factors increasing t he r isk of iatrogenic c oronary artery dissection include the use of stifftipped or hy drophilictipped guidewires to cross tightly narrowed The RCA is the most frequently dissected vessel (84-87% of the cases), followed by the LAD, left main coro nary and LCx arteries [16, 17] . Iatrogenic dissection of both the RCA and LMCA is mostly observed after inad equate alignment of a diagnostic or guiding catheter Iatrogenic dissection of the ascending aorta during cardiac catheterisation procedures is a rare complica tion and mainly a sequela of coronary artery dissec tion extending in a retrograde fashion into the aortic root; it is significantly more likely to occur during PCI than during a diagnostic procedure, with incidences ranging from 0.07% to 0.6% and from 0.01% to 0.08%, respectively [18] . The right aortic sinus is involved in more than 50% of the cases, suggesting that it may be vulnerable to retrograde extension of an RCA dissec tion [17] [18] [19] tion scheme [5] . As shown in studies conducted in the angioplasty era, the angiographic morphology of the dissection is associated with the clinical outcome, and it can thus help in selection of the most appropriate treatment strategy [6] . Dissection types C to F (type C: LMCA dissection into an expanding false lumen lead ing to significant reduction in luminal diameter with associated exertional angina has been described [22, 23] . The decision to treat a patient with LMCA dissec tion medically must therefore be accompanied by a re vascularisation plan.
Both our patients were haemodynamically stable and had a type C LMCA dissection, which is considered a major type with a 10% risk of acute vessel closure [6, 7] . Acute LMCA occlusion is usually associated with rapid haemodynamic deterioration and cardiac arrest, but in such an unwanted event, our first patient would have faced less risk of haemodynamic compromise than our second patient owing to the presence of patent grafts to the LAD and diagonal arteries; however, the result ant significant ischaemia in the LCx artery territory could still cause some haemodynamic compromise be This approach has been applied in a case of LMCA dis section reported by Binder et al. [25] . During PCI to a calcified proximal LAD artery lesion, the predilating balloon ruptured and produced an ostial LAD artery dissection extending retrogradely into the LCMA. They delivered two overlapping stents in the proximal and ostial LAD a rtery followed b y examination o f the LMCA and the LAD artery by means of optical coher ence tomography. They found that the dissection entry site was located in the ostial LAD artery and was ade quately covered by the stent, whereas the false lumen did not cause obstruction to the LMCA. Therefore they refrained from stenting the LMCA and at 6months angio graphic followup, no evidence of residual LMCA dissection or stenosis was documented. Similarly, con servative treatment with stent implantation sealing the dissection entry site in the coronary artery has also been reported to be a successful approach in about 50% of the patients with retrograde extension of the dissection in the ascending aorta [18, 19] .
Conclusion
Iatrogenic LMCA dissection is a rare and potentially 
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